
The Safe Environment for Every Kid Model: Impact on
Pediatric Primary Care Professionals

WHAT’S KNOWN ON THIS SUBJECT: It is well established that
risk factors such as maternal depression are prevalent and
jeopardize children’s health and development. Pediatric primary
care offers an opportunity for helping address such psychosocial
problems that are connected with child abuse and neglect.

WHAT THIS STUDY ADDS: Results of this study indicate that the
Safe Environment for Every Kid model helps pediatric health
professionals address targeted psychosocial problems. The study
is one of the first to examine change in pediatric private
practices concerning the management of psychosocial problems.

abstract
OBJECTIVE: To examine whether the Safe Environment for Every Kid
(SEEK) model of enhanced primary care would improve the attitudes,
knowledge, comfort, competence, and behavior of child health care
professionals (HPs) regarding addressing major risk factors for child
maltreatment (CM).

METHODS: In a cluster randomized controlled trial, 18 private prac-
tices were assigned to intervention (SEEK) or control groups. SEEK HPs
received training on CM risk factors (eg, maternal depression). The
SEEK model included the parent screening questionnaire and the par-
ticipation of a social worker. SEEK’s impact was evaluated in 3 ways: (1)
the health professional questionnaire (HPQ), which assessed HPs’ at-
titudes and practice regarding the targeted problems; (2) observa-
tions of HPs conducting checkups; and (3) review of children’s medical
records.

RESULTS: The 102 HPs averaged 45 years of age; 68% were female, and
74% were in suburban practices. Comparing baseline scores with 6-, 18-,
and 36-month follow-up data, the HPQ revealed significant (P � .05) im-
provement in the SEEK group compared with controls on addressing de-
pression (6 months), substance abuse (18 months), intimate partner vio-
lence(6and18months),andstress(6,18,and36months),andintheircomfort
level and perceived competence (both at 6, 18, and 36 months). SEEK HPs
screened for targetedproblemsmoreoften thandidcontrolsbasedonobser-
vations24monthsafter the initial trainingand themedical records (P� .001).

CONCLUSIONS: The SEEKmodel led to significant and sustained improve-
ment in several areas. This is a crucial first step in helping HPs address
major psychosocial problems that confront many families. SEEK offers a
modest yet promising enhancement of primary care. Pediatrics 2011;127:
e962–e970
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Child maltreatment (CM) remains a
pervasive problem, with 772 000 US
children substantiated as abused or
neglected in 2008.1 CM may lead to
short- and long-term medical, psycho-
logical, and developmental problems,
and occasionally death.1–3 Therefore,
preventing CM is essential to optimize
children’s health, development, and
safety.

The pediatrician’s role is important in
helping prevent CM.4,5 The American
Academy of Pediatrics recommends
that pediatricians (or child health pro-
fessionals [HPs]) address CM by ad-
dressing key psychosocial risk factors,
including family stress, intimate part-
ner violence (IPV), maternal depres-
sion, and substance abuse.6–8 Bright
Futures also recommends addressing
family psychosocial concerns.9 Regu-
lar checkups offer an excellent oppor-
tunity for HPs to help address such
risk factors.10

One barrier to HP involvement in these
sensitive areas has been a lack of
training and tools.11,12 To intervene ef-
fectively, pediatricians must become
knowledgeable, competent, and com-
fortable to address these problems.13

The SEEK (Safe Environment for Every
Kid) model of pediatric primary care
was developed to help HPs do so and
thereby promote children’s health, de-
velopment, and safety.

In this study we focused on examining
SEEK’s impact on HPs. We hypothesized
that the SEEK model would improve
HPs’ attitudes, knowledge, perceived
competence, sense of comfort, and
practice behavior pertaining to risk
factors for CM. The second hypothesis
was that SEEK’s impact on HPs’ screen-
ing behavior would bemediated via im-
proved attitudes, knowledge, compe-
tence, and comfort. Finally, we
hypothesized that female HPs would
benefit more from the model than
male HPs. Female physicians are re-

portedly more likely to engage families
regarding psychosocial concerns.14

METHODS

The SEEK Model

HP Training

HPs in SEEK practices attended a
4-hour, small-group training session in
the early evening or on a Saturday
morning. The creation of SEEK was in-
fluenced by Bright Futures in recogni-
tion of the importance of viewing chil-
dren’s health broadly and in the
context of their environment.9 The fo-
cus was on the significance of targeted
problems (parental depression, major
stress, substance abuse, and IPV) for
children’s health, development and
safety, how to briefly assess identified
problems, and how to initially address
them, including principles of motiva-
tional interviewing. The training was
conducted by our interdisciplinary
team of pediatricians, a social worker,
and a psychologist.

The model recognizes the need for on-
going training. Approximately every 6
months, the SEEK group received a
“booster” focused on the targeted
problems. Attendance and the “train-
ing dose” were variable. In addition,
the project sent out periodic newslet-
ters every 9 months. The intervention
group newsletter focused on the tar-
geted problems; the control newslet-
ter included only project updates.

The Parent Screening Questionnaire

The parent screening questionnaire
(PSQ) is a 20-item yes/no screen for
the targeted psychosocial risk factors:
substance abuse in the family, mater-
nal depression, major stress, and IPV.
This modified version built on our pre-
vious work, which had demonstrated
adequate stability and validity.12–15 The
PSQ was to be given to all parents
bringing their child (0–5 years) for a
checkup at 2, 9, 15, 24, 36, 48, and 60

months at a SEEK practice. Completing
it was optional.

Parent Handouts

Parent handouts were developed, cus-
tomized for each practice (ie, local re-
sources). The model also included a
Web-based directory of community
resources.

Social Worker

A project social worker spent a half or
full day per week in each SEEK prac-
tice. She was available by telephone to
HPs and parents during the regular
work week. HPs together with parents
had flexibility regarding when to use
the social worker.

Overview of the Study Design to
Evaluate the SEEK Model

An important goal of the study re-
ported in this article was to evaluate
how the SEEK model influenced HPs’
thinking and practice regarding the
risk factors. After recruitment, prac-
tices were randomly assigned to SEEK
or control groups. SEEK’s impact was
evaluated via multiple HP question-
naires, review of children’smedical re-
cords, and direct observation of the
HPs (Fig 1).

Sample

Twenty-three practices loosely associ-
ated with the University of Maryland
were originally approached; 17 initially
agreed to participate. They were in-
formed that practices would be ran-
domly assigned to SEEK or control
groups, stratifying for size (small, me-
dium, and large). The practices ranged
from solo to 1 with 32 HPs. Individual
HPs within practices could opt out of
the study; none did. One intervention
practice dropped out early in the proj-
ect, leaving 7 in this group. Because of
the 1 very large practice in the inter-
vention group we added 2 control
practices to have a better balanced
number of HPs in each group (Fig 2).

ARTICLES

PEDIATRICS Volume 127, Number 4, April 2011 e963

pediatrics.aappublications.org/


Ultimately, 18 private practices partic-
ipated in the study.

Characteristics of the practices and
HPs are shown in Table 1. Approxi-
mately 76% were pediatricians; the re-
mainder were pediatric nurse practi-
tioners. Most HPs were women and
had little experience addressing the
targeted problems. They served a pri-
marily white, middle-class, well-
educated population.

Procedure

Our Institutional Review Board ap-
proved the study; informed consent
was obtained from HPs. The SEEK
model was evaluated from June 2006
through January 2009. HPs in both
groups completed the health profes-
sional questionnaire (HPQ) to assess
their baseline attitudes, knowledge,
comfort, competence, and practice be-
havior concerning the targeted prob-
lems. In addition, a student observed
HPs conducting 3 checkups, rating
whether they addressed the targeted
problems. Subsequently, HPs in SEEK
practices attended a 4-hour training
session to prepare them to address
the problems. HPs in control practices
received no special training or SEEK
materials; they continued to provide
standard pediatric care. HPs com-
pleted the same HPQ after 6, 18, and 36
months. Observations of HPs were re-
peated 24 months after the start of the
SEEKmodel, at which time the students
also reviewed the children’s medical
records.

Outcome Measures

Health Professional Questionnaire

The HPQ was developed to evaluate the
effect of SEEK on the HPs. The HPQ has 5
vignettes, each with 7 to 12 statements
assessing HPs’ knowledge, attitudes,
comfort level, perceived competence,
and practice concerning the targeted
problems. For example: “You’re seeing
3-month-old SK for a checkup. He’s

FIGURE 1
Overview of the study design to evaluate the SEEK model.

FIGURE 2
CONSORT diagram for SEEK and control practices according to wave. a To balance the number of HPs
between groups, 2 control practices were added.
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quite fussy, and his mom seems a bit
irritated with him. She says ‘He’s not
easy likemy other two.’ You suggest how
she could care for him and she re-
sponds, ‘We’ll be fine!’ ” This was fol-
lowed by statements such as “It’s under-
standable that she’s irritated; Iwouldnot
interfere.” For each statement, HPs re-
sponded on a 5-point Likert scale
(strongly agree to strongly disagree).

HPQ items were grouped conceptually
into 4 topical scales (eg, substance
abuse) that covered their attitudes,
knowledge, comfort, competence, and
practice regarding each problem.
Cronbach’s16 � values were adequate
for most scales: � � 0.76 (depres-

sion), � � 0.80 (IPV), � � 0.80 (major
stress), and � � 0.58 (substance
abuse). In addition, HPQ items were
grouped into themes with adequate in-
ternal consistencies: attitudes (� �
0.77), knowledge (� � 0.55), comfort
(� � 0.68), competence (� � 0.74),
and practice (� � 0.70). Note that an
item could pertain to both the depres-
sion and attitudes scales, for example.

The HPQ included demographic infor-
mation on the HP’s age, gender,
years in practice, and previous train-
ing and experience regarding the
risk factors, as well as the propor-
tion of their practice receiving Med-
icaid and who were minority.

Children’s Medical Record Review

Medical records of all index children of
families participating in the evaluation
were reviewed to assess screening for
the targeted problems and whether
identified problems were addressed.
The medical students followed clear
guidelines for record abstraction, en-
tering the data on computerized, stan-
dardized forms. Questions were re-
solved with a project pediatrician.

Observation of HPs Conducting Child
Health Supervision Visits

The students observed HPs conducting
checkups, 3 at baseline, and 3 toward
the study end. Our goal was to make
the observations as objective as possi-
ble; clear guidelines were developed
for rating HP actions. For example,
“How are you doing?” was not consid-
ered a screen for depression. Here too
we coded whether screening occurred
for targeted problems and how HPs re-
sponded to positive screens. Ratings
were entered on a standardized form.

Data Analysis

We used mixed-effects regression
models (proc mixed in SAS17) to exam-
ine changes in the HPQ from baseline
to 6, 18, and 36 months later, and
changes in the medical records and
observed behavior from baseline to 24
months later. Outcomes in the HPQ
models were difference scores from
baseline to 6, 18, and 36 months, re-
spectively. Analyses controlled for the
percentage of patients on Medical As-
sistance in each practice, the number
of years each HP had been in practice,
and a random effect for clinical prac-
tice, to account for the clustering of
HPs within practices. In the HPQ mod-
els, a random effect for participant
was included, to account for the corre-
lation between repeated measures
from the same HP.

We examined whether the impact of
SEEK on screening for targeted prob-

TABLE 1 Baseline HP Characteristics According to Group

Intervention
(N� 52)

Control
(N� 43)

P

Profession, n (column %) .42
Pediatrician 35 (70) 31 (78)
Nurse practitioner 15 (30) 9 (22)
Years in practice, n (column %) .001

�5 23 (45) 3 (8)
5–10 6 (12) 9 (23)
11–20 13 (26) 15 (38)
�20 9 (18) 13 (33)
Age, mean (SD), y 41.9 (10.6) 47.0 (8.0) .014
Female gender, n (column %) 37 (71) 27 (68) .71
Community, n (column %) .004
Urban, inner city 1 (2) 0 (0)
Urban, not inner city 15 (31) 3 (8)
Suburban 31 (63) 37 (93)
Rural 2 (4) 0 (0)
Patients estimated to be receiving Medical Assistance, n
(column %)

.023

�25% 36 (74) 38 (95)
25–50% 10 (20) 2 (5)
�50% 3 (6) 0 (0)
Patients in practice estimated as minority, n (column %) .19

�25% 35 (71) 22 (57)
25%–50% 14 (29) 16 (42)
�50% 0 (0) 0 (0)
Cases of CM in previous year, median (interquartile range) 2 (5) 2 (4) .93
Previous training, median (interquartile range)
IPV 0 (2) 0 (2) .62
Parental substance abuse 0 (1) 0 (1) .70
Parental depression 0 (2) 0 (2) .57
Parental stress 0 (1) 0 (1) .73
Experience in previous year, median (interquartile range),
n of cases
IPV 1 (5) 2 (3) .61
Parental substance abuse 5 (8) 3 (9) .55
Parental depression 10 (12) 10 (15) .12
Parental stress 12 (20) 20 (75) .07

n values differed slightly because of missing data. Eight HPs did not complete the baseline HPQs. Percentagesmay not equal
100 because of rounding.
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lems was explained by its impact on
intervening (“mediating”) variables.18

We considered a variable (eg, HP com-
fort levels) as a possible mediator if
the variable was affected by the inter-
vention, and if it was independently as-
sociated with the outcome (screening
rates). To assess the degree to which it
was a mediator, we examined the ex-
tent to which the association between
SEEK and screening rates was reduced
after controlling for the mediating
variable.

Separate from mediation, we exam-
ined if key variables influenced
whether, not how, SEEK affected out-
comes (eg, was SEEK more effective
with female versus male HPs?) This is
termed “moderation.”18 We examined
whether HP gender, years in practice,
and discipline (pediatrician or pediat-
ric nurse practitioner) moderated the
relationship of SEEK to screening on
the basis of observations and the med-
ical records. Potential moderation was
examined by including interaction
terms (eg, SEEK x HP gender) in the
models.

RESULTS

Health Professional Questionnaire

Fifty-two SEEK and 43 control HPs com-
pleted the baseline HPQ, and 43 SEEK
and 40 control HPs did so at 6 months.
Response rates were similar at 18
months. At 36 months, 17 SEEK and 30
control HPs completed the HPQ; these
HPs had sociodemographic character-
istics similar to thosewho did not com-
plete 36-month HPQs, other than hav-
ing fewer minority patients.

Table 2 lists the mean changes in HPQ
scores between baseline and follow-up
assessments. In the SEEK group, HPQ
scores increased from baseline to
follow-up for every domain and at ev-
ery time point. The changes in controls
were mostly very small or nonexistent.
The impact of SEEK on change in HPs’
self-reported thinking and practice is

summarized in Tables 3 and 4. HPQ
scale scores were standardized, mak-
ing � estimates interpretable in SD
units. SEEK HPs reported more im-
provement than controls in overall
competence and comfort in address-
ing the targeted problems 6, 18, and 36

months after baseline. A similar pat-
tern was observed with regard to ad-
dressing stress. Similar improve-
ments that resulted from SEEK were
found in topic scale scores, including
evidence of a small effect at 36 months
for addressing depression. Although

TABLE 2 Mean Differences Between Thematic and Topic Scores From the HPQ at Baseline and After
6, 18, and 36 Months According to Study Group

Scale 6 mo–Baseline,
Mean (SD)

18 mo–Baseline,
Mean (SD)

36 mo–Baseline,
Mean (SD)

Intervention
(N� 42)

Control
(N� 39)

Intervention
(N� 40)

Control
(N� 40)

Intervention
(N� 17)

Control
(N� 29)

Thematic scales
Knowledge 0.2 (0.4) 0.1 (0.3) 0.2 (0.5) 0.1 (0.3) 0.2 (0.5) 0.1 (0.4)
Attitudes 0.2 (0.5) 0.0 (0.5) 0.3 (0.7) 0.1 (0.7) 0.1 (0.8) 0.2 (0.7)
Comfort level 0.3 (0.5) �0.1 (0.4) 0.5 (0.6) 0.1 (0.5) 0.6 (0.5) 0.2 (0.5)
Perceived competence 0.8 (0.7) 0.0 (0.6) 1.0 (0.7) 0.1 (0.6) 0.6 (0.7) 0.1 (0.9)
Practice behavior 0.1 (0.5) 0.1 (0.4) 0.2 (0.4) 0.2 (0.5) 0.3 (0.4) 0.2 (0.5)
Topic scales
Depression 0.2 (0.4) 0.0 (0.4) 0.3 (0.5) 0.1 (0.5) 0.4 (0.5) 0.2 (0.4)
IPV 0.4 (0.5) �0.2 (0.6) 0.6 (0.8) �0.1 (0.6) 0.6 (0.7) 0.2 (0.8)
Substance abuse 0.2 (0.6) 0.0 (0.6) 0.4 (0.6) 0.1 (0.7) 0.4 (0.4) 0.1 (0.7)
Stress 0.4 (0.4) 0.1 (0.4) 0.5 (0.6) 0.1 (0.5) 0.3 (0.5) 0.1 (0.6)

n values represent the number with baseline and 6-, 18-, and 36-month data, respectively. Thematic and topic scale scores
could range from 1 to 5; higher numbers are optimal. Means and SDs are based on raw, unweighted data.

TABLE 3 Thematic HPQ Scale Difference Scores From Baseline Comparing SEEK and Control at 6,
18, and 36 Months

Scale and Difference
Score

�, Estimateda 95% CI

Knowledge
6 mo–baseline �0.01 �0.45 to 0.45
18 mo–baseline 0.20 �0.26 to 0.65
36 mo–baseline 0.22 �0.31 to 0.74
Attitudes
6 mo–baseline 0.24 �0.21 to 0.68
18 mo–baseline 0.29 �0.16 to 0.74
36 mo–baseline 0.03 �0.53 to 0.59
Comfort level
6 mo–baseline 0.77b 0.21 to 1.33
18 mo–baseline 0.81b 0.24 to 1.38
36 mo–baseline 0.78c 0.14 to 1.43
Perceived competence
6 mo–baseline 0.97d 0.58 to 1.35
18 mo–baseline 1.22d 0.83 to 1.62
36 mo–baseline 0.80b 0.31 to 1.27
Practice behavior
6 mo–baseline 0.10 �0.38 to 0.58
18 mo–baseline �0.07 �0.55 to 0.42
36 mo–baseline 0.23 �0.34 to 0.80

a The� values are based on amodel that controls for percentage of patients onMedical Assistance in the practice, years the
HP has been in practice, and random effects of practice and HP. They are interpretable as the differences between the study
groups with respect to the change in mean HPQ scores from baseline to 6, 18, and 36 months (in standardized units). Thus,
for example, in the second row, � � 0.20 means that the mean change in knowledge score from baseline to 18 months
among those in the intervention group was 0.20 SDs higher than the mean change in the control group.
b P� .01.
c P� .05.
d P� .001.
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the means for practice behavior sug-
gested an impact of SEEK, small num-
bers limited our power.

Medical Record Review and
Observed Checkups

Table 5 lists the mean percentage of
times that HPs screened for targeted
problems on the basis of the medical

records and through direct observa-
tion, both before and during the study.

Before the study, SEEK and control HPs
rarely screened for the problems. By
medical record data, SEEK HPs im-
proved by �20 percentage points in
screening for each risk factor. Con-
trols barely changed. Similarly, the ob-

servations showed increased SEEK
practice screening for depression, IPV,
and substance abuse, with controls
barely changing. Of note, screening
could have been via a PSQ or in other
ways, including clinical assessment.

Mediation Between SEEK and
Screening

After adjusting for families on Medical
Assistance, HP years in practice, and
the random effect of practice, SEEK in-
creased screening for IPV by 18 per-
centage points (Fig 3). This was par-
tially mediated by HP comfort level; the
impact of SEEK dropped to 16 percent-
age points when comfort level was
added to the model (Fig 3). Thus, in-
creased HP comfort was responsible
for some of the increased IPV screen-
ing. The effect of SEEK on screening for
IPV was similarly partially mediated by
the HPQ IPV scale; the impact of SEEK
dropped from 18% to 16%with the HPQ
IPV scale added to themodel (Fig 4). We
did not identify mediators for the other
screening outcomes.

Moderation According to HP
Gender, Years in Practice, and
Discipline

SEEK HPs with �10 years in practice
improved more in screening for de-

TABLE 4 Topic HPQ Scale Difference Scores From Baseline Comparing SEEK and Control at 6, 18,
and 36 Months

Scale and
Difference Score

� Estimateda 95% CI

Depression
6 mo–baseline 0.55b 0.07 to 1.02
18 mo–baseline 0.42 �0.06 to 0.91
36 mo–baseline 0.58c �0.01 to 1.16

IPV
6 mo–baseline 0.59b 0.04 to 1.13
18 mo–baseline 0.73b 0.17 to 1.28
36 mo–baseline 0.45 �0.16 to 1.07
Substance abuse
6 mo–baseline 0.35 �0.13 to 0.83
18 mo–baseline 0.61b 0.13 to 1.09
36 mo–baseline 0.58 �0.02 to 1.18
Stress
6 mo–baseline 0.67d 0.21 to 1.13
18 mo–baseline 0.84e 0.37 to 1.30
36 mo–baseline 0.62b 0.07 to 1.20

a The � values are based on a model that controls for percentage of patients on Medical Assistance in the practice, years
that the HP had been in practice, and random effects of practice and HP. They are interpretable as the differences between
the study groups with respect to the change in mean HPQ scores from baseline to 6, 18, and 36 months (in standardized
units). Thus, for example, in the first row, � � 0.55 means that the mean change in depression score from baseline to 6
months among those in the intervention group was 0.55 SDs higher than the mean change in the control group.
b P� .05.
c P� .051.
d P� .01.
e P� .001.

TABLE 5 Percentage of Families Screened for Risk Factors as Documented in the Medical Record, According to Time Period and Treatment Group

Source and Risk Factor Intervention Control �
Estimateda

95% CI P

Before
Baseline

During
Intervention
Period

Before
Baseline

During
Intervention
Period

Medical record, n 35 49 39 43
Depression, mean % of visits 0.4 25 3 1 0.29 0.20 to 0.37 �.0001
IPV, mean % of visits 0.1 23 0.8 0.8 0.18 0.14 to 0.22 �.0001
Substance abuse, mean % of visits 0.6 25 4 7 0.22 0.18 to 0.26 �.0001
Stress, mean % of visits 7 37 7 16 0.29 0.19 to 0.39 �.0001
Observed, n 35 37 26 41
Depression, mean % of visits 4 64 1 5 0.50 0.33 to 0.68 �.0001
IPV, mean % of visits 1 58 1 2 0.43 0.22 to 0.63 .0002
Substance abuse, mean % of visits 1 59 3 4 0.52 0.27 to 0.76 .0002
Stress, mean % of visits 25 85 15 48 0.22 �0.04 to 0.49 .099

n values varied slightly because of missing data. Means and SDs are based on raw, unweighted proportion of checkups with a documented screen.
a The � values are based on a model that controls for percentage of patients on Medical Assistance in the practice, years that the HP had been in practice, and a random effect of practice.
They are interpretable as the differences between the study groups with respect to changes in screening percentage points. For example, � � 0.29 means that the change in the screening
percentage points for depression was 0.29 more in the intervention group than in the control group.
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pression (mean percentage-point
change: 25%) than those with �11
years (mean percentage-point change:
20%; P � .04). A similar pattern was
found for substance abuse (P � .02).
Screening among controls changed
very little. There was no significant dif-
ference in screening between male
and female HPs.

HP discipline moderated SEEK’s rela-
tionship with substance abuse (� �
�0.10; P� .035) and stress screening
(� � 0.14, P � .024), on the basis of
medical records. SEEK pediatricians
improved their screening for sub-
stance abuse (mean percentage-point
change: 24%) and stress (mean
percentage-point change: 26%) more
than nurse practitioners (substance

abuse mean percentage-point change:
20%; stress mean percentage-point
change: 24%).

DISCUSSION

HPs in pediatric primary care can play
an important role in helping to identify
and address prevalent psychosocial
problems that impair parental and
family functioning and constitute risk
factors for CM.15,16,19 The SEEK model of
pediatric primary care was developed
to help HPs play this preventive role. To
our knowledge, it is the first such ran-
domized controlled trial regarding this
issue.

We hypothesized that SEEK would im-
prove HPs’ attitudes, knowledge, com-
fort, competence, and practice behav-

ior in addressing the targeted risk
factors. Long after the initial training,
SEEK HPs reported greater improve-
ment than controls in their overall
comfort and competence concerning
all the risk factors. They similarly re-
ported improved attitudes and behav-
ior concerning IPV, substance abuse,
and major parental stress. The endur-
ing improvement up to 36 months is
especially encouraging, as early im-
provements found in demonstration
projects are often not sustained.4

We examined the HPs’ practice behav-
ior in 2 additional ways: (1) by review-
ing the children’s medical records;
and (2) observing the HPs conducting
routine checkups. Both revealed that
mothers in the SEEK group were more
likely to be screened compared with
controls. It is noteworthy how seldom
screening occurred without the SEEK
model, including while being observed.
Again, it is encouraging that the im-
proved screening was evident 2 years
after the initial training.

The PSQ contributed substantially to
the improved screening. This attests
to the value of having a practical, brief
tool as part of SEEK. It was automati-
cally included in selectedwell-child vis-
its and HPs did not need to make addi-
tional efforts.

We probed what explained the change
in HPs’ attitudes and behavior.
Changes in HPs’ comfort level, per-
ceived competence, attitudes, or
knowledge did not mediate SEEK’s re-
lation with improved screening for de-
pression, substance abuse, or major
stress. Perhaps the PSQs were the pri-
mary reason for the improved screen-
ing, which also suggests the useful-
ness of a practical screening tool.

However, for IPV screening, we found
that improved attitudes and comfort
level specific to IPV partially explained
improved IPV screening. This supports
earlier research suggesting that a lack

 

Change in comfort- 
level scale scores 

(18 mo – baseline) 

Change in IPV 
screening 

percentage 
points 

SEEK 

β = 0.95a,b  β  = 0.02a,c 

β  = 0.18d,e 
(Mediation model β = 0.16c) 

FIGURE 3
Mediation according to change in comfort-level scale scores of SEEK’s impact on documented IPV
screening. Control variables: percentage of patients on Medical Assistance, number of years that HP
had been in practice, and the random effect of practice. a P� .01; b interpreted as average increase
in comfort level (SD units) as a result of SEEK; c interpreted as screening percentage-points increase
per 1 SD unit change in comfort level, controlling for intervention; d P � .001; e interpreted as
screening percentage-point increase for SEEK compared with control practices.
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FIGURE 4
Mediation according to change in IPV scale scores of SEEK’s impact on documented IPV screening.
Control variables: percentage of patients on Medical Assistance, number of years that HP had been in
practice, and the random effect of practice. a P� .01; b interpreted as average increase in IPV scale
scores (SD units) as a result of SEEK; c interpreted as screening percentage-point increase per 1 SD
unit change in IPV scale scores, controlling for intervention; d P � .001; e interpreted as screening
percentage-point increase for SEEK compared with control practices.
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of comfort impeded screening for IPV
in private pediatric practice.20 It is
clear that HPs need to be prepared to
tackle this challenging problem.

We also examined whether SEEK train-
ing would affect male and female HPs
differently. Previously, female physi-
cians were found to engage more in
psychosocial issues.21,22 However, we
found that male and female HPs im-
proved similarly in their screening be-
havior. Perhaps gender differences
are becoming less significant as more
male HPs accept the importance of
psychosocial issues in health care.
Gender differences may also have
been minimized by most SEEK HPs be-
ing highly motivated by the model.

To further probe what influenced
screening, we examined the impact of
HPs’ duration in practice. Previous lit-
erature has not identified whether du-
ration in practice is associated with
screening for psychosocial prob-
lems.23,24 Baseline screening percent-
ages did not differ, but at follow-up,
screening for depression and sub-
stance abuse was more frequently
documented in the medical records by
more experienced SEEK HPs. Possibly,
more experienced HPs felt more com-
fortable in their practice and open to
incorporate something new compared
with younger HPs.

Limitations

There are several limitations to this
study. The relatively small sample
might limit the generalizability of our
findings. However, we think that our

sample of HPs is probably representa-
tive of those in pediatric private prac-
tice. In addition, the findings are com-
parable to those in a similar study
done in resident continuity clinics
serving a high-risk urban population.5

SEEK HPs may have been more aware
of the study goals, modifying their re-
sponses to the HPQ and their behavior
when observed. A limitation of self-
report data is the possibility of respon-
dents providing socially desirable
information.

Improvement in screening is an impor-
tant first step. However, identification
of risk factors alone does prevent CM.
We did find less psychological aggres-
sion (eg, swore or cursed) and mi-
nor physical assault (eg, shook or
slapped) reported by mothers toward
their children in the SEEK practices
(data not shown); these findings sup-
port those of the previous SEEK study
in a high-risk population.5 Our data
(not shown) also indicate that after a
positive screen, HPs did generally as-
sess and take some action.

Implications

Despite recommendations to screen
for psychosocial problems, physicians
often state that they lack the knowl-
edge, tools, or time.25–27 SEEK provides
the necessary tools, enabling HPs to
meet the goals of Bright Futures.9 This
study shows how the SEEKmodel of pe-
diatric primary care offers a practical
approach to helping address serious
and prevalent psychosocial problems
that jeopardize children’s health, de-

velopment and safety. The training, the
PSQ, and parent handouts, and the
availability of a social worker are all
likely to have contributed to the HPs’
gains in comfort level, competence,
and increased screening.

These findings offer promise that pedi-
atric primary care HPs can be effec-
tively equipped to help address psy-
chosocial problems confronting many
families and children. It is especially
encouraging as the SEEK model has
been associated with reductions in
child maltreatment.5 Thus, the SEEK
model may help move pediatric prac-
tice beyond a focus on the identifica-
tion and reporting of CM into the realm
of prevention.

CONCLUSIONS

The SEEK model led to significant and
sustained improvement in several ar-
eas, which is a crucial first step in
helping HPs address major psychoso-
cial problems that confront many fam-
ilies. SEEK offers a modest yet promis-
ing enhancement of primary care.
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